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EXECUTIVE SUMMARY
Following the World Health Organization’s (WHO) declaration of a public health emergency
of international concern due to the Zika virus outbreak in 2015, the United States Agency for
International Development (USAID) supported a regional Zika response. The USAID response
was composed of four lines of effort: (1) social and behavior change (SBC) communication;
(2) vector control; (3) service delivery; and, (4) research and innovation, and included gender
integration and community engagement as crosscutting themes. As the outbreak abated
and the USAID Zika response wound down, Breakthrough RESEARCH was tasked with documenting the strengths, weaknesses, gaps, and challenges experienced through the SBC line
of effort to inform future public health emergency programming. The following questions
guided this documentation:
1. What were the successes, challenges, and gaps in designing, implementing, and adapting
SBC programming in the USAID Zika response?
2. What were the successes, challenges, and gaps in generating and using data and evidence
in SBC programming in the USAID Zika response?
3. What do the successes, challenges, and gaps of the USAID Zika response’s SBC programming imply for future health emergency responses?
These lessons learned data collection efforts were
carried out in different phases from August 2018 to
November 2019 and consisted of: (1) an online assessment of implementing partners’ (IP) utilization of key SBC
technical guidance documents; (2) a systematic comparison of quantitative knowledge, attitudes, and practices
survey instruments and methods across settings;
(3) qualitative in-depth interviews with 77 stakeholders
representing USAID (headquarters [HQ] and field offices),
IPs (HQ and regional and country offices), and ministry of
health representatives; and, (4) a review of documentation from IPs compiling their own lessons learned.
The following eight recommendations derived from
this assessment are noted below and based on lessons
learned from the design and implementation of SBC
activities during the USAID Zika response:

Recommendations
1.

A strong coordination for SBC in the emergency
response is needed to ensure collaboration, harmonization, and joint SBC planning and implementation.
Establishing a multi-tiered platform of working

groups at HQ, regional and country-level consisting
of key stakeholders early in the emergency response
furthers the alignment and harmonization of SBC
planning and implementation. Where possible, existing structures should be leveraged for country-level
coordination.
2.

At the outset of a public health emergency response,
determine priority behaviors through a participatory
process with all stakeholders. This process may be
more effective if facilitated by a partner with SBC
technical expertise and include a review of the most
robust evidence available as well as discussions of
contextual considerations that may impede behavior
change.

3.

SBC should be recognized as a crosscutting line of
work and integrated into other technical areas within
public health emergency responses.

4.

Develop solutions informed by participatory design
methods, such as human-centered design (HCD),
within the mix of SBC strategies, given their potential
advantages for public health emergency responses.
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5.

Given the constraints of emergency programming,
ensure attention is given to identifying and mobilizing the appropriate SBC expertise within projects
and consider including an IP that can provide SBC
technical assistance to partners and governments
should they need it.

7.

Agree upon indicator definitions and data sources
among a specified list of SBC key indicators to allow
for comparability across partners and countries;
building in flexibility by using sub-indicators that
are specific to IP programs or are needed for context-specific reasons.

6.

Ensure that SBC activities are based on addressing
contextually relevant determinants, facilitators, and
barriers of behaviors that have been identified from
rapid formative research conducted at the start of a
response.

8.

Given the constraints of public health emergency
responses, ensure coordination of research and evaluation activities from the beginning of the response.

©2018 Stephen Kierniesky, Courtesy of Photoshare
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BACKGROUND

In response to the Zika virus epidemic in the Americas,
in February 2016, WHO declared the spread of Zika a
Public Health Emergency of International Concern.1,* At
the start of the epidemic, there were significant gaps
in knowledge pertaining to the modes of transmission
and health impact of the Zika virus. Today, it has been
established that Zika is an arbovirus transmitted by Aedes
aegypti mosquitoes, as are other diseases in the region,
including dengue, chikungunya, and yellow fever. It has
been also found that the Zika virus can be transmitted
sexually, as well as vertically from mother to child. While
some infected people present with mild symptoms, such
as rash, fever, muscle and joint pain, malaise, headache,
and conjunctivitis, between 29 and 82 percent of Zika
cases are asymptomatic.2 Vertical and perinatal transmission yield the most severe outcomes of the Zika
epidemic. Neonatal Zika infection can lead to congenital
Zika syndrome (CZS), which includes a canopy of congenital defects: microcephaly, hypertonia, arthrogryposis,
blindness, deafness, and developmental abnormalities.3,4
Since the initial stages of the epidemic, USAID has implemented its Zika response in partnership with IPs in the
region. The USAID Zika response comprised four lines of
effort, all contributing toward prevention of transmission
and amelioration of impact, including: (1) SBC communication; (2) vector control; (3) service delivery; and (4)
research and innovation.† More than 20 countries in
Central and South America and the Caribbean were part
of the USAID Zika response.‡

SBC within the USAID Zika response
Throughout the USAID Zika response, SBC efforts
included activities or interventions that seek to change
health-seeking behaviors by raising awareness, reducing
misinformation, promoting social norms that enable

While the WHO declared the Zika public health emergency over in
November 2016 due to the decreased incidence of Zika virus cases within
the region, new reports indicate that Zika continues to pose a threat to
public health around the world.
*

Gender integration and community engagement were crosscutting
technical areas that informed the USAID Zika response.
†

For more information on the USAID Zika response, visit: https://www.
usaid.gov/global-health/zika/where-we-work.
‡

these behaviors, and addressing the barriers that prevent
individuals, families, and communities from practicing
behaviors to improve health outcomes.3,5 Examples
of SBC activities in the USAID Zika response include
approaches that: increase uptake of Zika prevention

THROUGHOUT THE USAID ZIKA
RESPONSE, SBC EFFORTS
INCLUDED ACTIVITIES OR
INTERVENTIONS THAT SEEK
TO CHANGE HEALTH-SEEKING
BEHAVIORS BY RAISING
AWARENESS, REDUCING
MISINFORMATION, PROMOTING
SOCIAL NORMS THAT ENABLE
THESE BEHAVIORS, AND
ADDRESSING THE BARRIERS
THAT PREVENT INDIVIDUALS,
FAMILIES, AND COMMUNITIES
FROM PRACTICING BEHAVIORS
TO IMPROVE HEALTH OUTCOMES.
behaviors; increase demand for and utilization of commodities and services among target populations (e.g.,
mosquito repellants); shift attitudes by addressing social
norms (e.g., condom use during pregnancy); and reduce
barriers to consistent practice of prevention behaviors
(e.g., building skills to effectively remove vector breeding sites). Approaches used in the USAID Zika response
are outlined in Table 1. The response also focused on
building the capacity of organizations and governments
to implement and manage SBC program implementation.
The capacity-building approach centered on technical
assistance to ministries of health and other stakeholders
to improve the strategic design and implementation of
SBC programming.
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TABLE 1 OVERVIEW OF SBC APPROACHES IN THE USAID ZIKA RESPONSE
SBC APPROACHES

DESCRIPTION OF APPROACH IN THE ZIKA RESPONSE

Mass and social media campaigns

•
•
•
•
•
•
•
•
•
•
•
•
•
•

Engagement through community action
Engagement through schools

Interpersonal communication

Capacity building and technical assistance

Regional mass media campaigns (TV, radio, print media)
Social media peer educators
Country-level mass media/risk communication campaigns
Community dialogues, care groups, mobilization campaigns
Teacher training for Zika prevention
School campaigns/events
Formation of youth leaders for peer-to-peer education
Promotion of school-based vector surveillance
Outreach through household visits using community health volunteers
Campaigns via employed vector-control technicians
Direct assistance to governments: risk communication national plans
Development of guidelines, tools, and curricula for regional use
Direct assistance to IPs
Capacity-building workshops (e.g., interpersonal communication)

Extracting the lessons learned of
SBC programming within the USAID
Zika response
Breakthrough RESEARCH was charged with extracting
the key lessons learned from USAID, IPs, and other
stakeholders within the USAID Zika response. From this
effort, Breakthrough RESARCH was asked to develop
recommendations for USAID and other key bilateral and
multilateral stakeholders for future public health emergency SBC programming. The recommendations cover
the areas of design and implementation and monitoring,
evaluation, research, and learning (MERL). While focused
on the SBC line of effort, there is recognition within
USAID and among partners that both the service delivery
and vector-control efforts also contribute toward behavior change for Zika prevention as they interact with target
priority populations within clinic settings and in communities. Breakthrough RESEARCH therefore engaged with
vector control and service delivery IPs who also contribute to behavior change. Breakthrough RESEARCH sought
to answer the following guiding research questions:

4

1.

What were the successes, challenges, and gaps in
designing, implementing, and adapting SBC programming in the USAID Zika response?

2.

What were the successes, challenges, and gaps
in generating and using data and evidence in SBC
programming in the USAID Zika response?

3.

What do the successes, challenges, and gaps of the
USAID Zika response’s SBC programming imply for
future health emergency responses?
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METHODOLOGY

Four components contributed to this documentation
exercise: (1) an online assessment of SBC, vector control, community engagement, and service delivery IPs’
utilization of key technical guidance documents developed as a result of a prioritization process of prevention
behaviors; (2) a systematic comparison of quantitative
data collection instruments used by SBC and community engagement IPs to collect data on Zika knowledge,
attitudes, and practices (KAP); (3) qualitative stakeholder
interviews; and (4) a review of key lessons learned synthesis documents developed by SBC partners as part of
end-of-program documentation efforts.

2.1. Online assessment of
utilization of technical
guidance
In August 2018, a short, 18-question survey was distributed to USAID IPs asking questions pertaining to
their perceptions of two key technical guidance documents for SBC that were developed and disseminated
by Breakthrough ACTION+RESEARCH in early 2018 to
support IPs. The first technical document outlined seven
prioritized behaviors for Zika prevention. It documented
existing evidence of the prevention efficacy of each
behavior as well as considered contextual factors that
may facilitate or inhibit their feasible practice by the
target beneficiaries. The second technical document
provided “how to” details for each behavior to maximize
their effectiveness.6,7 The survey was distributed to all
USAID Zika response project directors (HQ) as well as to
SBC points of contact for partner organizations (HQ or
regional). The survey was sent to 66 individuals, mostly at
national/international HQ and regional offices, requesting
they forward on the survey link to their field teams. The
survey included both open- and close-ended questions. A
total of 50 responses were received across the following
settings: the Dominican Republic, El Salvador, Guatemala,
Nicaragua, Panama, Paraguay, and the United States.
Most respondents (62%) worked in the SBC technical
area, while the remainder worked in service delivery.

2.2. Systematic comparison of KAP
data collection instruments and
methods
Throughout the USAID Zika response, SBC technical
experts relied on KAP data for monitoring ideational
and behavioral indicators. The Breakthrough RESEARCH
project carried out a comparison of survey instruments
to assess the extent to which the KAP surveys were
comparable and the rigor of the methodology used for
sampling and data collection. Implementing partners
who contributed survey instruments were: Breakthrough
RESEARCH, Global Communities, International Federation
of Red Cross (IFRC), Save the Children, Population
Services International (PSI), Medical Care Development
International (MCDI), Sustainable Sciences Institute (SSI),
United Nations International Children’s Emergency Fund
(UNICEF) Honduras, Care Peru, Care Ecuador, and Health
Communication Capacity Collaborative (HC3). Survey and
sampling methodologies were reviewed using partner
project documentation, which varied in level of detail.
Some IPs shared field guides and standard operating
procedures, while others shared short descriptions of the
sampling and data collection methodology.

2.3. Qualitative evaluation
A qualitative evaluation was carried out using in-depth
interviews with key informants from three categories of
stakeholders: USAID Zika response team members at HQ
and in USAID missions; USAID SBC, service delivery, and
vector-control IPs; and ministries of health. Participants
were asked about their perceptions of the successes,
challenges, and gaps in the design and programming
of SBC activities for Zika disease prevention. Specific
dimensions in the interview guide included existing SBC
capacity, stakeholder coordination, and generation and
use of evidence. Interview data were analyzed by themes
aimed at identifying, documenting, and validating lessons
learned and key outcomes of the USAID Zika response—
both expected and unexpected.
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5

Participants who represented a stakeholder institution
in the USAID Zika response and who were willing to
participate in an interview were included. Stakeholders
were initially identified by USAID as the most relevant
and knowledgeable about USAID SBC programming. A
small number of additional interviewees were identified using a snowball sampling method. Stakeholders
from six implementing countries (Dominican Republic,
El Salvador, Guatemala, Honduras, Jamaica, and Peru)
plus regional offices and HQ were included in this study.
Organizations from which interviewees were selected
include: Abt Associates (Zika Airs Project [ZAP]), CARE
(Juntos Contra el Zika), Global Communities (Nuestra
Salud), IFRC and Save the Children (Community Action
on Zika [CAZ] Project), Johns Hopkins University Center
for Communication Programs (Breakthrough ACTION),
Medical Care Development International (MCDI; Project
ZICORE), ministries of health in four of the implementing countries, PSI/Pan American Social Marketing
Organization (PASMO), UNICEF, University Research
Company (Applying Science to Strengthen and Improve
Systems [ASSIST] Project), and USAID/Washington and
USAID Missions.
Contact information for identified stakeholders was
obtained from USAID and emails were sent to each
informant to indicate the objectives of the evaluation,
the purpose of the interview, the proposed schedule
for the interview, and an enclosed informed consent
document. Once the key informant agreed to participate,
an interview date and time was established. Interviews
were conducted between January and April 2019. If a
face-to-face interview was not possible, an online video
interview took place via video conferencing using Zoom
(https://zoom.us) or Skype (https://www.skype.com/
en/). Interviewees were read the institutional review
board-approved consent form and oral consent was
obtained. Once consent was given by the participant, a
trained interviewer conducted the interview. Interviews
were conducted in either English (n=27) or Spanish
(n=50), depending on the interviewee’s language preference. Three interview guides were used: one for IPs, one
for USAID staff, and one for ministry of health personnel.

minutes. The interview audios were transcribed within
72 hours of the interview’s completion. Interviews were
transcribed in the language in which the interview was
conducted (English or Spanish) by a native speaker.
A member of the research team then reviewed each transcript for quality control.
Using Dedoose (https://www.dedoose.com/) software,
the research team began systematic coding of transcripts. A predetermined list of potential codes was used,
including primary codes following the topics covered
in the semi-structured interview guide with secondary
codes for sub-themes. The team also allowed for emergent codes to develop during the coding process, with
the first 15 percent of transcripts being independently
coded by two people in order to test intercoder reliability. The two coders from the research team for each
interview met to discuss coding decisions and adjudicate
differences, and the full team established an expanded
codebook. Once initial coding was completed, thematic
analysis was conducted by a team of six researchers
during a 3-day workshop.

2.4. Documentation review
As the Zika Response wound down, USAID and Zika IPs
came together in a series of efforts to reflect jointly as
well as individually about the lessons learned throughout
the USAID Zika response. This document was informed
by several documentation efforts carried out during the
last few months of the response, namely a report based
on the Zika Share Fair held in April 2019 in the Dominican
Republic,8 a report based on the systematization of community mobilization and engagement experiences held in
Ecuador in May 2019,9 a systematization of the essential
elements for community-based arbovirus prevention and
control developed by MCDI,10 and individual projects’
lessons learned and success stories. These select documents were chosen for inclusion in collaboration with
USAID.

A total of 77 interviews were completed, of which 48
were conducted in person and 29 were conducted
remotely via Zoom or Skype (see Appendix Table 1 for
interviewee representation). In-person interviews were
audio-recorded using a digital voice recorder. Zoom
and Skype interviews were recorded via the software
interface. The interviews had an average duration of 95
6
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RECOMMENDATIONS

This section provides eight recommendations for SBC
programming in emergency responses based on lessons
learned in SBC programming within the USAID Zika
response. For each, the lessons learned quotes from
the data-collection process are used to substantiate the
recommendation. The eight recommendations span two
broader categories: (1) recommendations for strategic
design and implementation of SBC programming; and (2)
recommendations for MERL.

3.1. Strategic design and
implementation of SBC
programming
Recommendation 1
A strong coordination for SBC in the emergency response
is needed to ensure collaboration, harmonization, and
joint SBC planning and implementation. Establishing a
multi-tiered platform of working groups at HQ, regional
and country-level consisting of key stakeholders early
in the emergency response furthers the alignment and
harmonization of SBC planning and implementation.
Where possible, existing structures should be leveraged
for country-level coordination.
Many IPs and country-level USAID staff discussed challenges in coordination, especially at the beginning of the
response, resulting from the large number of partners
involved. Participants perceived that there was a lack
of a process for meaningful collaboration at the earliest
stages, which led to potential for duplication of efforts
and inconsistency of SBC messages across IPs. In countries with multiple IPs, and therefore a larger number of
stakeholders with whom to coordinate at the country
level, it was particularly challenging to bring all stakeholders together.
I feel that there are too many [IPs/
stakeholders] in the [Zika] response…
and when we all arrived, [there being many
partners] didn’t help much. However, now we
are much better at coordinating after everything that happened at the beginning….

Stakeholders reported that coordination was greatly
strengthened across the first year of the response and
occurred at four levels: (1) response-wide coordination
from Washington, D.C. through periodic partner meetings involving all technical areas; (2) coordination among
SBC and community engagement partners at HQ in
Washington, D.C.; (3) country-level coordination among
all technical areas through stakeholder meetings convened monthly by USAID Missions and involving IPs and
sometimes country’s ministry of health, as well as SBCspecific working groups in some countries; and (4) local
coordination among IPs, community stakeholders, and
local government administrations as part of implementation of community engagement activities. Country-level
coordination started earliest; USAID and partners were
able to leverage cross-sectoral working groups (mesas
técnicas) where they already existed. This was the case
in Honduras, where the working group also included the
Ministry of Education, various arms within the Ministry of
Health, and non-U.S.-government-funded stakeholders.
Honduras also had a pre-existing SBC working group
(mesa técnica de comunicación) that was leveraged for
coordination during the Zika response. In most countries,
working groups were established by USAID to coordinate
activities among partners and to provide opportunities
for sharing experiences and strengthening programmatic practices. They were primary avenues for IPs to
update each other on what they were working on and
find opportunities for synergy, avoid duplication, share
SBC best practices, and learn from one another. When
country-level leadership and decision-makers attended, it
enhanced the meetings’ productivity and impact.
…given the number of partners, [USAID]
coordination has been very strong
through our Mission colleagues. They have
been crucial in coordinating all the partners.
With the number of partners, [they achieved] a
coherent sort of response where every partner
has a role. I think that we were able, to the
degree possible, to leverage existing relationships in countries [to achieve this
coordination].
—USAID, HQ

—USAID, Field
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At the beginning, working groups were
formed. They already existed in [our
country], but in other countries we formed
them with the support of USAID. The ministries
really ended up guiding the working groups
and agreeing on the content and perspectives.
There is a strong coordination between them
and the different partners.
—USAID, Field

Guatemala is a successful case study of how the
country-level Zika SBC working group played a crucial role
in updating the Ministry of Health’s technical guidance
for Zika prevention. The working group meticulously
reviewed SBC technical guidance documents produced
during the second year of the response, specifically, the
Technical Specifications Content Guide for Behaviors with
High Potential to Prevent Zika.7 These guidance documents were adapted to the Guatemalan context, aligned
with Ministry of Health requirements, and institutionalized to become official Ministry of Health guidance.
An SBC working group based in Washington, D.C. was
formed in Year 2 of the response, after USAID determined
a need for greater coordination and harmonization
among global IPs. Breakthrough ACTION, the USAID
global flagship project for SBC implementation, served as
secretariat for the working group. The group met approximately every two months for half a day in Washington,
D.C., with in-person participation from U.S.-based staff
and virtual participation from teams based in Latin
America and the Caribbean.11 Many of the projects
were centrally funded and managed from HQ offices in
Washington, D.C., which made coordination at this level
crucial to reinforce the coordination that was already
occurring at the country level. When HQ IP staff obtained
a better understanding of the work and scope of other
partners, coordination at the country level was more
readily achieved as they already had buy-in from their
HQ’s leadership.
Despite initial challenges, once internal coordination
efforts within the response were established, they were
viewed as essential to the success of an effective Zika
response.
...everyone seemed really focused on
trying to work together in a way that
wasn’t the case in the Ebola response [and]
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wasn’t the case with the Haiti earthquake. It
just seemed like everyone was like, ‘No, let's
try and do this better this time and really work
collaboratively.’ So that was something very
positive out of this response.
—IP, Regional

Without a doubt, working groups are
platforms that have been and continue
to be created. Some of them are organized
through partners, which has allowed for a rich
exchange of experiences. These platforms
have without a doubt allowed sharing experiences and a technical strengthening of the
different organizations that are part of this
partnership.
—IP, Guatemala

One community-engagement IP in particular recognized
that coordination at the community level as part of
implementation of community engagement activities
was central to ensuring community ownership and
coordination with local government.10 Formation and
development of community health committees was
identified as a best practice to ensure community-level
participation and coordination. Where implemented,
these committees were usually convened by a representative of either the ministry of health or the municipal
government, and served not only as a forum for the governmental conveners to coordinate with other actors in
the field, but also to organize and mobilize the actions of
the community. An important key for success was to set
and maintain regular meeting times, typically monthly.
It was also crucial to work with the convener to set the
agenda to ensure that appropriate input from members
could be requested as well as to provide programmatic
updates and information.
In sum, a primary lesson learned in the area of coordination is the supportive role that SBC technical working
groups at regional, country, and community levels can
have in ensuring partner coordination and promoting collaborative efforts, in addition to USAID partner meetings
involving all technical areas.11 The regional SBC working
group enabled regional IP leadership coordination,
which further enabled country-level coordination led by
country-level working groups. Stakeholder collaboration
throughout the Zika response has been recognized as
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“unprecedented” by all interviewed stakeholders and
was greatly valued. Nonetheless, participants also note
that collaboration could have been improved with earlier
convening of the Washington, D.C.-based SBC working
group. This would have allowed an earlier alignment of
SBC strategies based on prioritized behaviors and partner
coordination starting at the HQ level, avoiding inconsistent and presumably less effective messaging in early
days.

Recommendation 2
At the outset of a public health emergency response,
determine priority behaviors through a participatory
process with all stakeholders. This process may be more
effective if facilitated by a partner with SBC technical
expertise and include a review of the most robust
evidence available as well as discussions of contextual
considerations that may impede behavior change.
At the beginning of the Zika epidemic, the lack of
information on virus modes of transmission, effective
prevention behaviors, and consequences of infection was
perceived as a major challenge among all respondents.
The gaps in scientific knowledge hampered stakeholders’
decision-making regarding the interventions that would
be most effective and which prevention behaviors and
public health messaging were most relevant for this
disease. Zika was perceived to be different from other
mosquito-transmitted arboviruses in the region, with
many unknowns, particularly as information about Zika
and its consequences was rapidly evolving during the
response.
It was a lot more challenging with
Zika…the behaviors that we understand
now [as being important for prevention] were
not necessarily the behavior we understood
early on, because we weren’t sure [of the] level
of infectivity in terms of sexual transmission.
We weren’t quite sure if the disease had
changed or Zika was more infectious. We just
didn’t know a lot.

Zika congenital syndrome, the sexual transmission piece, and so on, which came later….
The most challenging piece of working on Zika
the first couple of months [was that] things had
to happen really quickly but there was not
much for clear-cut scientific direction…. So we
had to wait, for instance, for some of these
committees to convene, look at the evidence,
and make recommendations, which then we
could take into account as part of the guidance
that goes out to a global level. But essentially…I think [for] the other diseases the science
is a bit clearer; even for Ebola, I think the
transmission modes are clearer.
—IP, HQ

In the early stages of implementation, partners were
focused on increasing the targeted populations’ knowledge of Zika’s transmission, symptoms, and health
consequences, as well as promoting a large number of
prevention behaviors. A review of USAID-supported
risk communication materials used during the first year
of the response showed that more than 30 variations
of Zika preventive behaviors and messages were being
promoted by different IPs within and across countries. In
addition, not all were supported by evidence regarding
their effectiveness in prevention of arboviruses (see Box
1).

BOX 1 EXAMPLE OF PREVENTION BEHAVIOR
NOT SUPPORTED BY EVIDENCE
Mosquito coils are sold commercially in the Latin
American region and their use was promoted to
prevent mosquito bites. According to multiple
studies, mosquito coils are not effective for personal protection.12,13 A meta-analysis found that
mosquito coils could, in fact, be associated with
higher risk of dengue.14

—USAID, HQ

…a lot of the initial evidence was drawn
from what was known for dengue
prevention…but it was also known that there
were a lot of unknowns about the [Zika]
disease, and particularly microcephaly and

At the start of Year 2 of the response, given the large
number of prevention behaviors being promoted by
partners, USAID saw the need to develop and implement
a process for prioritizing behaviors that would be most
effective for prevention using the best available evidence
and with consideration for the feasibility of the behaviors
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approach for improving and complementing SBC programming approaches across partners.
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being implemented by individuals in context. This process
was developed in a partnership between USAID and the
USAID-supported Breakthrough ACTION+RESEARCH
projects, with collaboration from USAID-supported
IPs participating in the Zika SBC Working Group. The
prioritization process resulted in two technical documents: Zika Prevention Behavior Matrix6 and Technical
Specifications Content Guide for Behaviors with High
Potential to Prevent Zika.7 The prioritizing process was
collaborative and was validated and disseminated as part
of the SBC Technical Working Group. A full description of
this process and results have been published elsewhere.15
The prioritization process was considered a very effective

I think we saw that in the Zika case
where initial messages went out and
then as more partners were brought in we were
able to get more data and do those literature
reviews, get that evidence and then we started
to tighten the messages because it was a
danger that 15 different organizations with 50
messages and even if we had the same theme
it was very confusing to the public. So we
worked very closely with all of the Zika
implementing partners, but I will say in
particular Breakthrough [RESEARCH] and
Breakthrough ACTION and you know the vector
partners and the Red Crosses and the other
organizations as we came together as a
technical working group to get together on the
same page and make those decisions and
decide on the key messages and what [will] be
less of a priority and what issues we need to
leave behind and so on.
—IP, HQ

The Zika Prevention Behavior Matrix created from this
process outlined seven prioritized behaviors, including
two personal protection behaviors, three household and
community vector-control behaviors, and two enabling
behaviors (see Table 2). The accompanying Technical
Specifications Content Guide provided specific “how
to” information needed in order to promote effective

TABLE 2 OVERVIEW OF CATEGORIES AND BEHAVIORS IN THE ZIKA PREVENTION BEHAVIOR MATRIX6
CATEGORY

BEHAVIOR

Personal protection

Application of mosquito repellent (DEET, Picaridin, IR3535, or oil of lemon eucalyptus only), using each product as directed for the duration of pregnancy to reduce risk of Zika transmission through mosquito bites.
Use of condoms to prevent sexual transmission of Zika in pregnancy.

Household and
community vector
control

Regularly removing unintentional standing water both inside and outside the house and in communal areas.
Covering water storage containers at all times with a cover that is tight-fitting and does not warp or touch
the water.
Eliminating mosquito eggs from walls of water storage containers weekly.

Enabling behaviors

Seeking prenatal care to monitor pregnancy and discuss Zika risk and prevention.
Seeking counseling from a trained provider on modern family planning methods if not planning on getting
pregnant.

10
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prevention behaviors. For example, details were provided
about how to properly cover water barrels (specifically,
that the container be completely sealed around all its
edges, that the covers not dip into the water, and that
rainwater not be allowed to accumulate on top). This
level of specificity for each prioritized behavior allowed
for more focused and effective SBC messages. The guides
also indicated that not all prevention behaviors should
be promoted for all targeted populations. For example,
while skin repellents are highly effective to prevent mosquito bites, given the relative cost in some settings in the
region and the need for repeated application throughout
the day, it was determined that this prevention message
should be promoted only for pregnant women.6,7

refined as a result of the technical guidance that
emerged. The first round of the campaign focused on
transmitting knowledge about Zika, which respondents
thought was probably appropriate for a new disease people knew nothing about, but probably insufficient to lead
to behavior change. By the second year, the campaign’s
key messages were geared toward the prioritized behaviors, addressing key elements that make each behavior
effective (see Box 2). In this way, respondents perceived
the mass media campaigns as appropriately evolving.

With the prioritization guides in hand and IPs’ subsequent reviews of their SBC messages, recommendations
were adjusted to their local contexts. Most SBC partners
chose to promote a subset of the behaviors that best fit
their project’s scope, objectives, and target populations.
For example, some partners chose not to include family
planning referrals as part of their community-level activities, as this health area was not a standard component of
their implementation.

Early in the Zika response, it was recommended
that households clean their water storage containers. After the prioritization, four specific
instructions were provided based on available
evidence and contextual factors to assure the
behavior was effective, including: 1) the frequency of cleaning; 2) the specific containers
that needed cleaning; 3) the need to use a scrub
brush; and 4) how to properly apply bleach and/or
non-ammonia detergent.

BOX 2 EXAMPLE OF SPECIFICITY NEEDED TO
IMPROVE EFFECTIVENESS OF BEHAVIORS

IPs perceived that the behavior prioritization also facilitated the volunteers’ work, as fewer and more specific
messages needed to be conveyed.
When [partner] arrives, they focus on
working only with six key messages
which can generate behavioral change. So now,
from May until today, we have had six months
of working only with these messages. And it is
more effective, because people no longer have
to be talking about all the Zika information,
and can only focus on these messages….
—IP, Honduras

Because of the training, and with the
adoption of the six key behaviors, we
could see in our last monitoring visits that
volunteers were more comfortable delivering
messages.
—IP, Honduras

Similarly, the prioritization process affected the delivery of messages in the regional mass media campaign
rolled out throughout the region, which was significantly

Despite the successes of introducing the behavioral
prioritization process, IP participants described the challenges of shifting programming to align with the technical
guidance. Materials that had already been created and
undergone the long approval process with pre-testing
and ministry of health approval had to be readjusted.
All stakeholders expressed the importance of remaining
flexible throughout the implementation process.
When we finally had a set of materials
that could be used for mobilizing
people in the community, we’re finally done
with that, with the pre-testing, with the
approval with a government—which was a big
deal—and then we had this new development
because there’s new scientific discovery or
whatever…so we had to adjust. So we had to go
back and think, ‘Okay, let’s just try to move on
with this and just try to include [the new
evidence] as we go along.’ So those were the
dilemmas we had.
—IP, HQ
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The evidence-based, collaborative process of prioritizing
behaviors is widely recognized as a strategic and implementation success in the USAID Zika response, even
though there was widespread acknowledgment that
an early process would have been better. Therefore, a
significant lesson learned from the Zika response is the
need for a strategic planning process at the beginning
of a public health emergency, with an evidence-based,
collaborative behavior prioritization process. Even in
the case of more mature outbreaks or epidemics, a
behavior prioritization process is still recommended, as
new scientific evidence may have emerged that impacts
what behaviors are prioritized or how they need be
practiced to be fully effective. The process also assists
in creating consensus, harmonization, and buy-in across
partners involved in the response, as it recognizes that
programmatic decisions should be evidence-based and
thoroughly weighed against contextual considerations.
In addition, the process of behavior prioritization was a
key capacity-building element for IPs. By coming together
and contributing to the Zika Prevention Behavior Matrix
and accompanying Technical Specifications Content
Guide, field staff were able to access and understand
the evidence for each behavior, deliberate about what

was feasible in their context, and delineate the specific
actions that make each behavior effective for reducing
risk of Zika transmission. As was noted by many participants (see Box 3), the process of prioritizing behaviors
and applying the resulting technical guidance to adapt
SBC programming posed an opportunity for institutional
capacity-building among SBC partners.
I remember [name withheld] saying, ‘Do
you think if we did this prioritization
activity it could have any real impact since by
the time it would be done people would be
moving into their third year?’ My feeling was, it
may not have an enormous [impact] but if
nothing else it starts to build capacity in all of
our partners to understand that this is an
important step. Especially when there’s lots of
different partners….
—USAID, HQ

Overall, these technical guidance documents resulting
from the prioritization process were well-received by
partners, as they helped narrow down the focus of SBC

BOX 3 ONLINE SURVEY OF TECHNICAL GUIDANCE UTILIZATION
An online survey of IPs’ perception and use of the Zika Prevention Behavior Matrix and Technical Specifications
Content Guide for Behaviors with Highest Potential to Prevent Zika showed that:

•
•

The majority (62 percent) of participants had received both materials in the past six months.

•

Half (50 percent) of respondents described utilizing the materials to adapt some aspect of their work, and
more than one quarter (28 percent) of participants reported they had used materials to direct discussions
with national or regional stakeholders.

•

About one third (34 percent) of participants stated they had participated in organizational meetings to
discuss the utility of the materials and 30 percent reported they had participated in organizational meetings to plan integration of the materials into their organizations’ work.

•

More than half (58 percent) of respondents reported that they used the materials to refine existing prevention messages to be promoted by their organization.

Most participants reported receiving the Behavior Matrix and Technical Specification Guide via USAID
email (30 percent), a colleague (28 percent), a Zika SBC Working Group meeting (18 percent), or another
event (18 percent).

Respondents felt the material provided clarity and specificity on key prevention priorities. They were also
perceived as having assisted partners in promoting focused, homogenous approaches to Zika virus prevention. One respondent stated, “This document has helped inform how we talk about our activities and the Zika
prevention behaviors to ensure all partners have one voice.”
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efforts and prioritized messaging across partners/programs through an evidence-based approach (see Box 3).
Respondents felt the main challenge with the behavioral
prioritization matrix was that it was not developed until
midway into Year 2. At this point, the epidemic had begun
to wane and many partners’ programs were already
being implemented, posing challenges in adapting
existing materials that had already undergone a lengthy
approval process. Additionally, respondents felt that
the matrix, being a general guide, did not account for
context-specific factors such as political climates, cost of
materials, and cultural acceptance of the behaviors being
promoted.

Recommendation 3
SBC should be recognized as a crosscutting line of work
and integrated into other technical areas within public
health emergency responses.
Another widely acknowledged lesson learned is that SBC
is a cross-cutting approach that adds value when incorporated into other technical areas. SBC and vector-control
IPs reported a collaboration between them that developed organically during implementation. For instance,
while vector-control IPs—those whose mandate included
the control and surveillance of the Aedes aegypti mosquito—were not charged with SBC by design, IPs told
a consistent story that community engagement and
interpersonal communication with household members
became an important element of their programming.
Vector-control technicians applying larvicide to water
storage containers during home visits recognized that
their presence in the household represented an additional opportunity to promote prevention messages and
practices such as the elimination of mosquito eggs from
the walls of the containers. Vector-control IPs established
a collaboration with SBC IPs to integrate elements of
SBC into their work, particularly in strengthening their
interpersonal communication approaches during home
visits. Likewise, SBC partners were able to benefit from
vector-control IPs’ entomological expertise during the
behavioral prioritization process that was described in
Recommendation 2. Entomologists from vector-control
IPs provided critical input to help SBC partners define
how each vector-control behavior should be performed
to maximize effectiveness. As collaboration between
service-delivery IPs and SBC areas was not as deeply
engrained, this was perceived by IPs as a missed opportunity for collaboration. As such, IPs across technical areas
believed that SBC would have been more effective as

an integrated, cross-cutting approach, rather than as a
siloed, programmatic area.
When you provide an SBC lens to all the
different lines of effort, you’re able to
have a multiplier effect and have an impact in
actually changing behavior. So it’s important to
break down those silos and see, ‘How can we
take advantage of these things that are going
on?’
—IP, HQ

Recommendation 4
Develop solutions informed by participatory design
methods, such as human-centered design (HCD), within
the mix of SBC strategies, given their potential advantages for public health emergency responses.
Interviewed partners identified a need to better understand and plan for behaviors that may be impeded by
structural and cultural barriers. Implementing partners
in Jamaica piloted an HCD process to address household
water storage practices as a source of breeding sites (see
Box 4 for a definition of HCD). This process resulted in a
range of prototype solutions, including designs for new
water barrel lids that overcame common barriers to use.
Despite the application of this innovative and promising process, the project did not have sufficient time
to develop these prototypes into fully implementable
solutions within the timeframe of the Zika response.16,17
While not using a formal HCD methodology, another IP in
Nicaragua developed a prototype for a water barrel lid to
prevent mosquito breeding. This prototype incorporated
formative research and community input about what
made container covers difficult to use well and produced
a highly promising alternative to the commercially available water storage container covers.16,17

BOX 4 WHAT IS HCD?
Human-centered design works through a formative process that consists of jointly generating
ideas for addressing behavioral barriers and
programmatic gaps. It iteratively works with
target populations to design, test, and refine
jointly determined solutions, interventions, and
programmatic approaches.18
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Early and more extensive experiences with HCD, or other
highly participatory design methods, may have helped
overcome barriers to behavioral adoption. Since the
prototypes are developed and iterated upon with the
community’s input, solutions are more likely to address
any potential community concerns, fears, mistrust, or
outright opposition. Relatedly, the participatory approach
promotes a sense of collective community ownership of
the solutions developed, potentially influencing positive
social norms regarding the adoption of behaviors.
An advantage of HCD or other participatory processes is
that they can often be implemented quickly and as such
adapted to fit within the timeframe of an emergency
response. That said, one IP’s experience shows that the
HCD process requires substantial human resources, as
ideally, the various stakeholders are involved in every
step of the HCD process (i.e., formative research, design,
testing and refining). During outbreaks when all stakeholders are working under time-scarce conditions, HCD
processes should identify the key decision points where
all stakeholders’ input is most essential and prioritize
those instances when requesting their time and participation in the adapted HCD process. Key decisions points
would need to be defined together with stakeholders,
but could include defining the scope, geographic areas,
and audiences of the formative research; discussing
insights and determining which to prioritize for design
and testing; and at several points in the iterative prototype design and refinement process. Decisions during
the latter stage may include what to prototype in the
first place, whether something is ready to move to a pilot
phase, and whether to discontinue a prototype.

Recommendation 5
Given the constraints of emergency programming,
ensure attention is given to identifying and mobilizing the
appropriate SBC expertise within projects and consider
including an IP that can provide SBC technical assistance
to partners and governments should they need it.
While IPs reported strong SBC technical expertise at HQ,
some struggled to identify and recruit local staff with the
most appropriate SBC experience, particularly in the early
stages of implementation.
…when the project was starting…the
biggest challenge was that…we
couldn’t find an SBC person at the regional
level and even less so at the country level. So
at the country level we hired people, either
14

consultant or staff, who were actually communications people. Communications is not the
same as SBC. There is a lot of overlap, but it is
not the same thing. And all of the people were
communication people and I had to train all of
them on what is SBC and some people took it
in and accepted it and ran with it and others
not as much.
—IP, HQ

As the quote above illustrates, technical expertise at the
regional and country level was challenging to secure, and
SBC was often confused with “communication,” which is
a related, but different field. Communication can be used
as a part of social and behavior change programming, in
an approach called social and behavior change communication (SBCC). Managing SBC programming requires
a broader understanding of the behavioral sciences, of
the multiple approaches that can be used for changing
behaviors and how to carry out those strategies in an
evidence-based, systematic fashion.
In addition to the challenge of finding staff with adequate
SBC expertise, stakeholders discussed challenges training
community health volunteers. Community engagement
IPs mobilized hundreds of frontline community health
volunteers and employed health promoters to conduct
household visits to give their neighbors information
about how to prevent Zika. These home visits provided a
unique opportunity for individuals to express their concerns and doubts about Zika, clarify myths, and observe
their fellow community members correctly performing
prevention behaviors. Despite this, IPs in some settings
reported that the community health promoters and
volunteers struggled to get people to change their behavior.8 Participants recognized the need to provide effective
training for health promoters and volunteers delivering
behavior change programming in the field to ensure
harmonization of messages. Building SBC capacity at the
community level required continuous training to ensure
their programs’ staff, community health promoters, and
community health volunteers were able to implement
effective SBC strategies. Participants felt that without
extensive training, staff and volunteers would be less
able to implement effective strategies in the community,
leading to potentially ineffective programmatic effort.
Breakthrough ACTION provided SBC capacity-strengthening during the USAID Zika response. To determine which
capacities to strengthen, Breakthrough ACTION and
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USAID gathered insights through online surveys, one-onone meetings, and direct observation with ministries of
health and IPs during field visits.8 In addition, by facilitating the SBC Working Groups in each country and in
Washington, D.C., they were able to keep a broad view
of the shared challenges in implementation. This helped
them facilitate discussions and tailor technical assistance.
Direct observation in the field revealed that improving interpersonal communication (IPC) could improve
health promoters’, community health volunteers’, and
paid vector-control staff members’ engagement with
community members and help communities prevent
Zika. To strengthen local SBC capacity and the IPC skills
of frontline workers, Breakthrough ACTION developed a
training curriculum that adapted the GATHER§ approach
to the context of a household visit. Breakthrough ACTION
trained nearly 1,000 frontline community volunteers,
health promoters, vector-control workers, trainers,
and program coordinators involved in the USAID Zika
response on using this approach to share technical
information while fostering a sincere rapport with
households.

A mnemonic that stands for: Greet the person in a friendly and respectful
way, Ask the person about their needs, Tell them about what they can do,
Help them to find a solution, Explain by demonstrating how the practice
should be done, and Review what was discussed.
§

In response to other needs identified by USAID, IPs, and
Breakthrough ACTION, additional capacity-strengthening
workshops covered the use of behavioral data to make
midcourse program adjustments and utilize innovative
SBC approaches. Other workshops introduced country counterparts to Breakthrough ACTION’s SBC Flow
Chart—an innovative, systematic process that combines
the principles of communication, behavioral economics,
community engagement, and HCD—to strengthen SBC
programs and activities.16
IPs were also able to provide SBC technical assistance
within their own projects, resulting in a more sophisticated understanding of SBC programming at local levels.
One interviewee from a regional project described their
team members’ progression from a unidirectional model
of prevention work to one of engaging the communities
to lead in their own prevention efforts, incorporating a
fuller, more nuanced understanding of SBC.
Before, when I went to [local offices],
they would show me all their flyers and
be very happy with their flyers. Now when I go
to [local offices], they tell me, ‘Oh, we’re doing
this because we think that this doesn’t have an
effect and we want people to be able to do this
behavior.’ Or, ‘We’re not wanting to lead, like
just go in and do something for people; we
©2017 Brendan Bannon/USAID, Courtesy of Photoshare
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want them to lead it so that when we leave,
they’re still doing that,’ or, ‘We want them to
understand.’ Like they used to do community
cleanups where they would just do the cleanup
and not bother to explain what the risk is, but
now they’re going through with every cleanup
they’re mapping with the communities, what
the risks are, they go and find the mosquitoes
so the communities can understand the
reasons behind why they’re doing something
and getting there. Now [local office] is getting
invited [by the community] to go along to clean
out rather than just going in and cleaning up
for other people.
—IP, Regional

UNICEF, a partner in the USAID Zika response, also developed an institutional way to increase SBC capacity in the
region by partnering with local universities to develop a
diploma program for risk communication in two Central
American countries. UNICEF considered the development
of this diploma program a great success that contributes
to increasing the expertise for SBC locally. Additionally,
in Nicaragua UNICEF provided direct support training
other partners in communication for development (C4D)
methodology, so that the focus of the messaging was on
increasing the audience’s perception of Zika risk.
As a result of all these efforts and their involvement in
the Zika response, IPs and ministries of health perceived
an increased capacity to develop and implement effective
SBC activities, which positively influences the likelihood
of improvement in SBC programming. Specifically, partners discussed having developed skills to more effectively
serve future SBC work in the region through IPC capacity-building provided by Breakthrough ACTION.
It is worth mentioning that USAID requested
that [Breakthrough ACTION] provide a training
and, I don’t know if you know this, we began
with provincial health offices, which are part
of the strengthening strategy. However, the
ministry saw how important and successful
it was, that they requested that we complete
the training with the other 24 provinces so
the entire country could receive the part of
behavioral change….
—IP, Dominican Republic
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3.2. Monitoring, evaluation,
research, and learning
The purpose of MERL activities is to apply knowledge
gained from evidence and analysis to improve programmatic and health outcomes and ensure accountability
for the resources used to achieve them.19 Within a public
health emergency response, complexity is heightened
by the time-scarce nature of the emergency and the
number of potential settings and stakeholders engaged.
This complexity requires special consideration to ensure
that MERL objectives are aligned and harmonized across
partners’ responses. It is beneficial to develop an agreedupon MERL framework for SBC at the outset of a public
health emergency response among IPs. This aids in the
development of processes and methods to set priority
SBC MERL objectives, harmonize measurement, align
data collection, and develop research utilization plans for
primary and secondary audiences.

Recommendation 6
Ensure that SBC activities are based on addressing contextually relevant determinants, facilitators, and barriers
of behaviors that have been identified from rapid formative research conducted at the start of a response.
Formative research was recognized by all interviewed
stakeholders as crucial for effective program design, as
it allowed implementers to understand specific behavioral determinants, facilitators, and barriers that can be
addressed through targeted, contextually appropriate
SBC programming among identified primary and secondary audiences to achieve behavioral outcomes (see
Box 5). A landscaping report conducted by HC3 and
completed in June 2016 recommended that formative
research be conducted in all countries to better understand barriers to uptake of prevention behaviors, as well
as behavioral determinants that needed to be addressed
in order to successfully implement SBC programming.20
The importance and role of formative research was also
confirmed by IPs participating in a USAID Zika partners
meeting sharing lessons learned among partners.9 Due
to the perceived urgency to begin implementation of
programs, many projects within the response did not
carry out formative research in order to inform early
program development, testing of prevention messages
and materials, and development of SBC activities. Even
when incorporated into project planning, formative
research was often not conducted rapidly and was perceived to be carried out at a slower pace more common
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BOX 5 WHAT IS FORMATIVE RESEARCH?
Formative research allows program implementers to understand the health problem being addressed and
answers questions such as “why” and “how” to define approaches and create tools and materials given the
local context. Formative research also ensures that a program or program activity is feasible, appropriate,
and acceptable in the context before it is fully implemented and can signal important constructs that should
be included in implementation of monitoring systems. It is usually conducted when a new program or activity
is being developed or when an existing one is being adapted or modified.21 Formative research may include:

•
•
•
•
•

Published and programmatic document reviews and syntheses
Secondary analysis of existing data sources, including survey and routine data (see Box 7)
New quantitative and qualitative data collection and analysis
Developing and validating detailed theories of changes
HCD or participatory approaches

Annex 2 provides more information on different methodologies used for rapid formative research as well as
methodologies appropriate for ongoing monitoring of SBC programs, with a summary of advantages and
disadvantages for each one.

and appropriate in the context of a development project,
and thus untimely for appropriate use in early program
design.
[Implementing partners] need to have
rapid data collection methodologies
and not rely on the standard, classic development methodologies involving longer-term
formative research…the lack of formative
research in most of the projects was a big
issue in terms of then how effective the
interventions could be….
—USAID, HQ

The consequences of not using timely formative assessments to guide SBC program design were exemplified by
experiences in the response around the promotion of
condom use for pregnant women for the prevention of
Zika. For example, while preventing Zika during pregnancy is critical due to the potential health consequences
for a developing fetus,4 sociocultural and gender norms
that affected uptake and practice of condom use were
not initially accounted for in SBC programming. In the
region, it is difficult for women to negotiate condom use
with their male partners. Similarly, research conducted
with Latino youth in the United States shows that women
who intend to use condoms are less likely to do so in
comparison with men who intend to use condoms,
signaling more barriers to use for women.22 Condom

use during pregnancy is even more difficult to adopt, as
it is not considered a normative behavior during pregnancy.23,24 SBC and community engagement partners
were slow at the start to recognize the limitations of their
strategies to address these gender complexities and did
not consider men as a potential target audience given
their decision-making role.
During a focus group with men who
were partnered with pregnant women,
after we mentioned that often men would not
join their wives for prenatal visits, one of the
things they said was that they didn’t see men
included in the [SBC] campaigns. They said
that all [SBC] messages were directed at
women, and that they did not see men in these
messages. This [observation] completely
flipped our message around, and new content
aimed specifically at men were created. Now
[SBC material] included not only women, but
also a couple. We realized that they were
completely right, because we had been talking
about condom use during pregnancy, but the
decision on using condoms doesn’t depend
exclusively on the woman, but on the couple,
including the man. So this helped us focus our
communication strategy, understand[ing] that
these key messages had to be aimed at
different populations, including [the] male
B R E A K T H R O U G H R E S E A R C H | F E B R UA R Y 2020
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population, specifically those partnered with
these women.
—IP, El Salvador

Year 2 of the Zika response saw an upsurge of formative
research completed and shared to improve upon SBC
program design, including appropriate channels and
accompanying materials (see Box 6).

BOX 6 EXAMPLE OF FORMATIVE RESEARCH
Community engagement partners recognized
that developing communication materials using
participatory action research (PAR) is a best
practice in the prevention and control of arboviruses and that it is essential for future emergency
responses.10 Utilizing this practice allows for
development of SBC communication materials
that include local knowledge gathered from the
people who live in the community, complementing scientific knowledge so that key messages can
be adapted to address the main obstacles that
people may face in a local context.
In one of the projects involved in the response,
the plans for development of communication
materials at the beginning of the response
included results from PAR to complement the
Zika Prevention Behavior Matrix. Focus groups
(among pregnant women, women of childbearing
age, and heads of families) as well as community
health volunteers were used to validate the key
messages included in the communication materials, ensuring that the language and photographs
used for the promotion of SBC were relevant to
the priority population.

It became obvious from practice and emerging research
evidence throughout the epidemic that engaging both
men and women in Zika virus prevention was essential.
Projects worked to address this gap in their implementation phase and began to incorporate activities such
as male-centered sensitization training, male-focused
engagement activities, couples counseling, community forums, and targeted communication campaigns.
Formative research earlier on in the process would
have identified this issue as a potential barrier to this
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prevention behavior and ensured that activities to
address gendered decision-making were originally
included.
In future public health emergency responses, IPs
should prioritize formative research at the beginning
of a response despite the perceived urgency to rapidly
implement. Co-designing and implementing joint formative research activities may be one way of balancing the
need for rigorous yet rapid research for appropriate SBC
design and programming in an emergency response. For
example, different partners could lead inquiry with different key audiences, and joint analysis and interpretation
of data may reduce the time taken to arrive at actionable
insights. If this proven practice is not undertaken, IPs risk
designing and implementing contextually and culturally
inappropriate materials and activities, resulting in a waste
of finite resources and time. This recommendation is
supported by other documentation efforts carried out
by Zika partners, who recommend performing rapid
diagnoses to identify the perceptions of risk and other
factors in the different socioecological levels (individual,
interpersonal, organizational, and community), as well
as determining knowledge, attitudes, and practices that
exist in relation to the control and prevention of the disease outbreak.9 Box 7 presents an example of secondary
analysis using KAP data to assess the effect of home visits
on self-reported prevention behavior.

Recommendation 7
Agree upon indicator definitions and data sources
among a specified list of SBC key indicators to allow for
comparability across partners and countries; building in
flexibility by using sub-indicators that are specific to IP
programs or are needed for context-specific reasons.
During the Zika response, IPs needed data to inform the
design of interventions, to establish benchmarks, and to
monitor the process, outputs, and outcomes to carry out
mid-course corrections. USAID needed monitoring data
to report to their stakeholders. An agreed-upon MERL
framework for such a response should be flexible enough
to include data needs of different stakeholders but also
ensure that a core set of key indicators be defined from
the beginning and collected in a standardized way across
the response to allow for comparability. Consistently
collected data for a standardized set of key indicators
would allow for better monitoring and comparison of
SBC programming across the response for documentation and continuous improvement. One recommended
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BOX 7 EXAMPLE OF A SECONDARY DATA ANALYSIS CONDUCTED WITH KAP DATA IN THE CONTEXT OF THE
USAID ZIKA RESPONSE
Home visits are extensively used as an SBC activity, most commonly as part of a package of activities. The
effect of home visits by themselves on behavioral outcomes is rarely evaluated. However, some evidence
exists that in a public health emergency context, home visits are independently effective in improving behavioral determinants and outcomes.25 Using multivariate probit regression models on a pooled four-country
dataset, Breakthrough RESEARCH tested the relationship between home visits and three vector-control
behavioral outcomes (scrubbing water containers, covering water containers, clearing stagnant water) to
determine whether home visits that have an information-sharing component were associated with higher
likelihood of doing preventative vector behaviors than those that only included direct vector-control
action. We found that, relative to respondents who reported not being visited in their homes, respondents
who received home visits that included both information-sharing (i.e., discussing information about mosquitoes and how they breed) and direct interventions such as application of larvicide or elimination of breeding
sites were associated with higher likelihood of self-reported scrubbing of water containers (marginal
effect=41%, p<0.01), controlling for country and ideational factors. This effect was not found for the other
vector-control behaviors. Respondents who reported home visits that included only either information-sharing or direct action were not more likely to report performing any vector-control behavior.

approach is to use the “SMART” criteria when developing
indicators (See Box 8).
SBC IPs relied mostly on KAP surveys to monitor knowledge about Zika and behavioral outcomes. In the USAID
Zika response, these KAP instruments were not consistent across settings—in some cases, not even from one
country to another within the same organization. This
lack of consistency prevented data aggregation for many
indicators as well as data comparison between IPs (see
Box 9). However, it is recognized that there is tremendous
value added among IPs having a sub-set of country- or
contextually specific indicators that are linked with their

specific activities, which may differ from other IPs based
on initial formative research and other data used to
design the program.
We have had some [challenges] that
have to do with…having so many
different projects and so many countries. Each
country has begun their study at a different
time, and surveys have varied accordingly,
which has made comparison and measurement
more difficult.
—USAID, Field

BOX 8 “SMART” INDICATOR CHARACTERISTICS
“SMART” indicators have the following characteristics:*

•

Specific: The indicator should accurately describe what is intended to be measured and should not
include multiple measurements in one indicator.

•

Measurable: Regardless of who uses the indicator, consistent results should be obtained and tracked
under the same conditions.

•
•
•

Attainable: Collecting data for the indicator should be simple, straightforward, and cost-effective.
Relevant: The indicator should be closely connected with each respective input, output, or outcome.
Time-bound: The indicator should include a specific time frame.

*https://www.thecompassforsbc.org/how-to-guides/how-develop-indicators#main-content
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Recommendation 8
Given the constraints of public health emergency
responses, ensure coordination of research and evaluation activities from the beginning of the response.
There were several challenges associated with data
collection and evidence generation during the response.
As was described under Recommendation 6, not all IPs
developed and implemented formative research, and
even among those that did, the formative research was
generally conducted relatively late in the response cycle.
A second challenge experienced with MERL was a lack
of consistency in questions used to monitor behavioral
determinants and outcomes for SBC programming (see
Recommendation 7). Third, stakeholders perceived that
although there were many research studies carried out
throughout the response, and all partners were reporting
monitoring data to USAID, there was no clear mechanism
to share data among partners to learn from the broader
response.
Stakeholder interviews revealed that the most important
lesson learned in the area of MERL was the need for
greater coordination among partners for MERL-related
activities. Interviewed stakeholders expressed that
the response would have benefited from a designated
technical partner to coordinate MERL activities for SBC
programming throughout the response.

assistance partner could be included in the response.
With increased IP-led coordination, conducting formative
research that is scientifically sound and can be implemented rapidly could be shared among partners in the
same geographic area within a country. Additionally, the
dedicated IP could facilitate a participatory process for
development of a MERL framework, including development of processes and methods to set priority MERL
objectives, harmonize measurement, align data collection, and develop research utilization plans to ensure
data is opportunely shared among partners to facilitate
decision-making processes.
It would have been useful to include a
partner that focused on designing a
monitoring and evaluation model for the entire
Zika response area dedicated to social and
behavioral change, as it would have allowed us
to shape the activities throughout the project…
What do I mean by this? There could have been
a framework for measuring and monitoring
behavioral changes, with indicators that we all
agree on, measured independently by a partner
who specifically focuses on that task, as well
as providing monitoring and decision-making
information for all other partners, no?
—IP, Regional

To facilitate implementation of the recommendations
presented in this MERL section, a dedicated technical

BOX 9
Breakthrough RESEARCH assessed the comparability of 11 KAP data collection instruments across 10 SBC
and community engagement IPs. Three main dimensions of information were compared: Knowledge (Zika
awareness, Zika transmission, signs and symptoms, health risks and potential health outcomes, preventive
behaviors); Attitudes (perceived risk of Zika, perceived efficacy of preventive behaviors, perceived self-efficacy); and Practices (preventive behaviors).
Knowledge questions and perceived risk were most comparable, requiring relatively simple data manipulation, such as combining categorical response options, for better comparability. However, questions
measuring preventive practices were not at all comparable across surveys, as described below.
Several methodological issues impeded the comparability of indicators derived from KAP surveys:
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•
•

Questions used for indicators varied significantly in wording construction and timeframe.

•

Sampling frames within each country differed, even among studies using probability sampling.

Sampling methodologies used to obtain the data ranged from mobile-phone-based sampling to multilevel cluster sampling, with inestimable differences in inherent biases.
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Conclusions

The spread of Zika in Latin America in early 2015 caused
grave concern and calls for quick action as microcephaly
incidence increased and CZS and other neurological
disorders were ultimately linked to Zika virus infection.
Even though four years later Zika is no longer making
headlines as a global health emergency, the virus continues to have the potential to rapidly spread if conditions
are right. WHO has identified 61 countries at risk for Zika
outbreaks due to the presence of the virus’s carrier: the
Aedes aegypti mosquito, including China, Egypt, and
Pakistan, as well as many in Africa which are highly populated places ripe for quick transmission.26 In combatting
these recurring threats as well as other emerging ones,
the Zika experience offers several lessons. This document
presented eight recommendations based on the lessons
learned through the SBC programming of the USAID Zika
Response. Incorporating these recommendations into
future emergencies will help increase the likelihood of
high-quality SBC programming, which is essential for
better health outcomes.

While massive communication strategies have helped make Zika visible, we
have seen that they have not been able to fully
change behaviors. What we have identified is
that we need our communication work to be
more interpersonal. These are pretty much
both phases of our work: first, positioning the
Zika virus among the community, and then
working on behavioral changes in reference to
the behaviors prioritized by the project and
suggested by USAID’s behavioral matrix. This
has been an instrument that has also helped us
improve and refine our strategies.
—IP, Peru

[In documenting the lessons learned]
we will be able to more thoughtfully
plan and roll out the SBC component in a future
response.
—USAID, HQ

TO LEARN MORE ABOUT SBC PROGRAMMING IN THE USAID ZIKA RESPONSE VISIT:
(Titles below link to relevant web pages.)

•

Zika Communication Network. This page is the main knowledge management platform for Zika-related
tools and documentation. It brings together many resources from USAID IPs but is not exclusive to those
working in this response.

•

Promoting Social and Behavior Change During the USAID Zika Response. This page brings together
many documents referenced in this document, such as the behavior prioritization technical guidance
documents, a call to action for stakeholders to ensure behavior prioritization is included in future emergency responses, success stories, job aids, and tools.

•

Prioritizing Behaviors and Strategies for Zika. This page brings together resources and examples of
behavior prioritization experiences known to date.
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Annex 1: Interviewee Representation
LOCATION
HONDURAS

JAMAICA

PERU

SUBTOTAL

1

1

1

1

9

1

1

1

-

-

8

1

1

2

1

1

1

9

3

1

2

2

2

-

-

10

MCDI

1

-

2

2

-

-

-

5

Save the Children

3

1

2

-

2

-

-

8

Global
Communities

2

-

-

-

2

-

-

4

CARE

1

-

-

-

-

-

2

3

IFRC

2

-

-

-

-

2

-

4

Abt Associates

1

1

-

1

1

1

University Research
Co. (URC)

2

1

1

1

2

-

-

7

Pan American
Health Organization (PAHO)

1

-

-

-

-

-

-

1

Ministry of Health

-

1

1

1

1

-

-

4

25

8

11

11

13

5

4

77

HQ /
REGIONAL

DOMINICAN
REPUBLIC

USAID

3

1

1

JHUCCP
(HC3/B-A)

4

1

UNICEF

2

PSI/PASMO

ORGANIZATION

Sub-total

22

EL
GUATEMALA
SALVADOR
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Annex 2: Examples of Rapid Data
Collection Techniques
At the time of an outbreak or public health emergency,
stakeholders require high-quality and reliable information to make decisions about how best to address the
emergency. In these scenarios, IPs need to review existing data where available (IP reports, existing formative
data, etc.). When the public health emergency involves
a new disease, or a known disease emerging in new contexts, IPs need to collect valid data quickly and reliably in
order to analyze, interpret, and apply to program planning and implementation as quickly as possible. During
public health emergency responses there are different
information needs. Understanding what questions need
to be answered, at what point they need to be answered,
and how they can best be answered in the quickest way
possible is crucial. The table below proposes methodologies that can be streamlined, focused, and geared toward
programmatic application. Note that requesting ethical
approval before collecting data from communities is
considered a best practice.
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Rapid formative

Rapid formative

Rapid formative

MERL STAGE

Rapid assessments

Observations

Interviews

Focus groups

Community/asset mapping

Community-based participatory research methods28

•
•
•
•

Qualitative research with target
audiences:

Print media (newspapers)

Mass media content analysis
(television, radio)

Social media content analysis
(Facebook, Twitter, WhatsApp,
Instagram)

Social listening27

APPROACH

•

•

•

•

•

•

•

•
•

Creates/supports partnerships
among stakeholders, communities,
and researchers

Research can become an intervention, as the research process may
create awareness and ownership/
buy-in with community

Can be conducted rapidly with a
highly trained field team that can
obtain quick insights using daily
debrief forms and notetaking
foregoing traditional methods for
transcription, coding, and thematic
analysis

Can guide the planning of intervention activities and health
communication

Provides rich understanding of
barriers, motivators, knowledge, risk
perception, social norms, decision-making processes

Can aid in finding appropriate/
popular platforms for disseminating
information to the target population

Exploring social media can give
insight as to rumors, myths, and
other misinformation related to a
particular disease

Can be done during formative phase,
taking retrospective online content

Can be very quick

ADVANTAGES

•

•

•

•

•

•

•

•

•

Requires detailed facilitation
and coordination

Researchers need to understand and appreciate the
value added of community
input and knowledge

Cannot be successful without
community buy-in

Daily debriefs, review, discussions are time-intensive

Need highly trained personnel to conduct assessment
methods and analyze results

Can take longer if traditional
analysis is conducted

More likely to exclude those
with poor access to media
(elderly, less wealthy, or
illiterate)

Can be biased if coming from
a particular group (need to
fact check)

Potential biases—only
includes information/ input
from those with access to
social media/ internet

DISADVANTAGES

•

•

•

•

Once community
partnerships have been
established

As soon as possible into
the epidemic once an
outbreak starts

As long as the population-level risk perception
is high

As soon as the disease or
health issue emerges

WHEN TO USE
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Rapid formative/ ongoing monitoring

Rapid formative/ ongoing monitoring

R-SHOT

Formative

Insights approach (interviews
with key stakeholders and
affinity mapping, focused on
HCD)33

Media-rich mobile surveys32

Rapid SBCC Habit Optimization
Tool31

SMS surveys29,30

APPROACH

Rapid formative

MERL STAGE

•

•

•

•

•

•

•

•

•
•

Involves the users/beneficiaries in the
define, design, and apply phases

Can be a continuous source of
feedback from the community and
stakeholders

Fast method of getting qualitative
data from a variety of sources

Mixed-methods data collection
capabilities using mobile, networked
digital media

Diagnosis can be reached with as
few as 100 household surveys (using
probability-based sampling)

Allows for quick diagnosis of most
relevant behavioral and structural
determinants as well as existing
habits in a defined geographical area

High mobile-phone ownership even
in rural areas

Relatively large population can be
accessed

Lower field costs than face-to-face
surveys

Rapid deployment

ADVANTAGES

•

•

•

•

•

•

•

•

Data collectors need to be
highly skilled/well-trained in
the methodology

Need to train personnel to
use application

Still being piloted; one
experience was documented
in Dominican Republic

Still in pilot phase in
Honduras, requires adaptation for other contexts

Low response rates, severely
limiting representativeness

Phone ownership and sharing
issues related to data quality

Inherent biases of collecting
information only from those
with access to a mobile
phone

Limitation in number and
formulation of questions

DISADVANTAGES

•

•

•

•

Very quickly at epidemic
onset and/or the start of
planning an intervention

At the beginning of a
response and once
health communication
activities have been
rolled out to monitor
exposure and evaluate
effects

During the program
planning phase to understand most relevant
behavioral determinants
for that setting

When knowledge of the
epidemic or outbreak
has been established
throughout the region

WHEN TO USE
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Targeted evaluation
efforts

Ongoing monitoring

Ongoing monitoring

MERL STAGE

Complexity-aware evaluation
methods36

Venue-based research (i.e.,
schools)

Household surveys/Rapid KAP
survey35

Quantitative marketing research

Omnibus survey34

APPROACH

•

•

•

•
•

•

•

Helpful for when the context is
unpredictable

Ideal for when cause-and-effect
relationships are uncertain

Embrace inherent complexity (environment, stakeholders, sectors)

Yields information that is representative of the population when using a
probability sampling methodology

based on a probability sample

Regular measures that allowed time
trends

Efficient and timely as used in USAID
Zika response32

ADVANTAGES

•

•

•

•

Results and limitations must
be carefully communicated
due to inability to establish
attribution

Generally takes longer to
deploy and complete

Limited number of questions

Not specific to implementation areas

DISADVANTAGES

•

•

•

Once an intervention has
been rolled out

When greater rigor is
needed for measuring
key behavioral indicators

Immediately as soon as a
public health emergency
arises and at regular
intervals

WHEN TO USE
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